Purpose: This study aimed to examine the effects of an empowerment program on empowerment, quality of life, and recognition of human rights of people with mental illness residing in a community in South Korea.
INTRODUCTION
A majority of people with mental illness who return to the community after treatment still suffer a degree of functional impairment and continuing symptoms. 1 Most of them do not feel that they can lead productive lives 2 and have difficulties in maintaining personal power over their lives. 3 In addition, they may perceive themselves as stigmatized, expect to be treated poorly by the public, and experience powerlessness. 4 Consequently, people with mental illness suffer from dual problems, such as symptoms caused by mental illness and public stigma. 5 Furthermore, they often fail to assert the human rights to which every individual is entitled, 6 and the quality of life of people with mental illness is worse than that of people with physical disorders.
Nowadays, empowerment has been emphasized as a core element of recovery from psychosis 7 and refers to an innovative approach for people with mental illness to build their psychosocial capacities for more active or assertive lives and more self-confidence in creating change in the community. 8 Empowered individuals with mental illness tend to take charge of their lives, make decisions about their lives, resist unfair social situations or public discrimination, and assert their human rights. 6, 9 The growing emphasis on empowerment reflects a greater motivation to help people with mental illness be more actively involved in their lives. 8 Empowerment also has benefits in terms of decreasing the negative effects of mental illness. 7 For example, public or self-stigma toward mental illness leads people with mental illness to cope passively or negatively and to be more vulnerable in terms of negative social attitudes, in turn leading them to tend to refrain from asserting their human rights. 6, 10 Empowered people with mental illness tend to resist unfair social situations or public discrimination. 9 Although many studies 8, 11, 12 have indicated that psychiatric rehabilitation should aim to promote empowerment among people with mental illness, most community mental health programs for people with mental illness in South Korea have focused on stress management or psychoeducation 13 and crisis intervention. 14 Few studies have investigated how empowerment programs (EP) affect people with mental illness living in the community. Therefore, this study examined the effects of an empowerment program for community-dwelling people with mental illness on their empowerment, quality of life, and recognition of human rights. In this context, the following hypotheses were tested:
• Hypothesis 1. The empowerment of the participants who received the EP would increase after the program compared to the control group.
• Hypothesis 2. The quality of life of the participants who received the EP would increase after the program compared to the control group.
• Hypothesis 3. The recognition of human rights of the participants who received the EP would increase after the program compared to the control group.
METHODS

Design
This study used a repeated-measures design with a control group to examine the effect of an EP on the empowerment, quality of life, and recognition of human rights of people with mental illness living in the community.
Participants and procedures
Eligible participants were those who were registered at and regularly visited six community mental health centers in K Province, South Korea. To recruit potential participants, we first contacted healthcare professionals of each center and attended one of the available meetings in the center to identify those who had expressed interest in participating. Inclusion criteria of the study were as follows: diagnosed with schizophrenia or mood disorder according to the DSM-IV diagnostic criteria, no difficulty in communication and cooperation, and adult over the age of 20. Subjects were excluded from the study if they had been judged to have severe psychotic symptoms by clinicians' interview or were diagnosed with organic brain syndrome or mental retardation.
The first author explained the purpose and procedures of the study to the participants and participants' family members (or guardians), and obtained written informed consent on research participation from them. Then, the participants were assigned to either the experimental group (n = 31) or the control group (n = 40) according to their attending mental health centers to prevent treatment diffusion (i.e., participants at three centers received the EP, whereas participants at the other three centers did not), therefore the participants were not randomly assigned. The experimental group received the EP once per week for 8 weeks. Mental health professionals associated with each center provided the EP for the participants in each center. For consistency in intervention, mental health professionals received training with a written structured intervention protocol by our research team prior to the study commencement. Trained research assistants who were blind to participants' groups collected data from both groups before and after the intervention, and at a 4-week follow-up test. They received a 2-hour training session to ensure consistency in testing and assisted participants to respond to the questionnaires if necessary. Participants had no problems in responding or understanding the questionnaires.
Finally, 25 (attrition rate 19.4%) and 38 (attrition rate 5.0%) participants in the experimental and control groups respectively completed the follow-up test. For the control group, we provided a brief program of mental health promotion after the follow-up test (Figure 1 ). We offered each participant 40,000 won (approximately USD 40).
Measures
Empowerment
Empowerment was measured using the Empowerment Scale 15 ; translated into Korean and modified by Choi et al. 16 This self-report scale consists of 24 items that measure self-efficacy/self-esteem, problem 
Recognition of human rights
Recognition of human rights was measured using the Human Rights Recognition Inventory. 19 This inventory is a self-report and consists 
Empowerment program
We developed the EP following the empowerment theory of Kanter 20 and McLean. 21 We had extensive experience with program development, nursing care for people with mental illness, and conducting research studies related to mental health. Considering the recommendations of previous studies, [22] [23] [24] we structured an eight-session EP including strategies to maximize individuals' ability to manage their own lives, rather than education or information provision. Each session consisted of the following parts: warm up, practice (specific to each session), presentation and sharing, and summary. The EP was revised through consultation with six psychiatric mental health professionals (i.e., psychiatrists, psychiatric nurses, and professors).
The EP contains the following themes: introduction, selfempowerment, empowerment in life, making a healthy life, and conclusion (Table 1) . Each session lasted for an hour and was con- to human rights for people with mental illness) and were guided to identify situations inconsistent with or violating human rights (e.g., admission decisions, hospitalization duration, or discharge decisions).
The group leader also helped participants discuss such situations while recognizing the human rights involved. Session VII focused on planning a happy life. Participants chose three things that they wanted to do in their daily life and then they had time to discuss why they had difficulties in doing these things, before sharing the strategies that might overcome such difficulties. As homework, participants were asked to perform the three things stated earlier in the program. In Session VIII, participants presented the results of their homework (i.e., performing the thing they had wanted to do); they also shared their experiences and feelings related to performing such things.
The group leader then presented three cases involving violations of human rights and let the participants choose one among three cases. Participants then wrote (but did not submit) a petition for the National Human Rights Committee based on the selected case. Finally, the participants pledged to themselves to live a happy life and to be assertive.
Ethical considerations
The study was approved by the Institutional Review Board (No.
xxIRB-MED-SUR-19-196) of Ajou University. We informed all participants and guardians that all data would be recorded using an anonymized method and would only be used for the present study.
We also explained that we would protect participants' privacy and that they could withdraw at any time and for any reason without penalty.
Data analysis
Descriptive analyses were used to summarize the data. First, the normality of all the continuous variables was verified with the ShapiroWilk test. The homogeneity of baseline characteristics of the experimental and control groups was tested by using the Chi-square or Table 2 showed the participants' general characteristics (including clinical characteristics) and that there were no significant differences between the experimental and control groups at pretest.
RESULTS
Participant homogeneity
Regarding the outcome variables at baseline, empowerment and quality of life did not differ significantly between the two groups (t = -0.554, p = .582; t = -0.356, p = .723); however, recognition of human rights differed significantly between the two groups (t = -2.670, p = .010; Table 3 ).
Effects of the empowerment program
As shown in Table 4 and Figure 2 , a significant Time × Group interaction was identified on empowerment (p = .040). Post-hoc results
showed that there was no significant change in empowerment from T1
(pretest) to T2 (posttest) in both groups (p = .280, p = .254, respectively) and there were no significant differences between the two groups at T2 (F = 1.58, p = .213). However, empowerment significantly increased from T1 (pretest) to T3 (follow-up test) in the experimental group (p = .020), as opposed to the control group (p = .339) and the experimental group scored significantly higher compared to the control group at T3 (F = 4.47, p = .039). As shown in Table 4 and Figure 2 , a significant Time × Group interaction was identified on quality of life (p = .004). Post-hoc results showed that quality of life significantly increased from T1 to T2 and to T3 in the experimental group (p = .035, p = .018, respectively), as opposed to the control group (p = .481, p = .215, respectively). The experimental group scored significantly higher compared to the control group at T2
(F = 4.80, p = .032) and at T3 (F = 8.14, p = .006). Figure 2 ). As a result, hypothesis 3 was not supported.
DISCUSSION
This study examined the effects of an EP for people with mental illness living in the community. We hypothesized that the EP would improve empowerment, quality of life, and recognition of human rights. The present findings partly supported our hypotheses. There were significant group by time interaction effects in empowerment and quality of life; however, no such effect was observed for the recognition of 
TA B L E 3
Homogeneity test for outcome variables between the two groups at baseline (N = 63) Exp., experimental group; Cont., control group.
human rights. Nonetheless, these results indicate that the EP improved empowerment and quality of life among people with mental illness.
The effects of an EP on empowerment are consistent with previous studies. 12, 27 The EP components of self-empowerment and empowerment in daily life may have collectively increased participants' empowerment. Specifically, the opportunity to appraise oneself in a new and positive way, share experiences of disadvantages they have had due to having a mental illness, and explore coping strategies for such situations would have contributed to the improvement in empowerment exhibited by the participants in the experimental group. 5, 28 As previous studies have suggested, 3, 27 sharing experiences, empathizing, or supporting peers are helpful strategies for vulnerable people, such as those with mental illness. Accordingly, it is necessary to consider this point when developing programs for people with mental illness.
Mental health professionals providing programs to benefit people with The finding that the EP increased participants' quality of life is consistent with the studies of Moattari et al. 31 and Sibitz et al. 32 The EP components of guidance about being confident and assertive in life, planning for a happy life, and deciding on and attempting three things they wanted to do would have contributed to the improvement in the give participants the opportunity to learn how to manage themselves better and proactively solve problems in daily life. 31 The EP in this study focused on raising participants' awareness of their human rights through education on the South Korean Mental Health Act and practical work, such as writing a petition to the National Human Rights Committee. However, there was no significant change in recognition of human rights scores of the participants in the experimental group after the program. Nevertheless, it is notable that the control group's scores decreased over time, whereas those of the experimental group increased slightly. We expected the program component might have been responsible for the difference between the two groups to some extent.
It was noted that social efforts (e.g., mental health policies and systems, and public attitudes) have substantially contributed to supporting the human rights of people with mental illness, 10 but there is a relatively high level of stigma and discrimination toward mental illness in our society. For this reason, participants might have felt diminished power when they confronted a reality in which there were limited opportunities to make meaningful choices in their lives. Therefore, to amplify the effect of the EP for people with mental illness, efforts to change public stigma as well as self-stigma toward mental illness should be addressed in parallel.
LIMITATIONS
This study has the following limitations. First, the major limitation was the small sample size that limits conclusions about causality. As a result, effect sizes and statistical power for outcome variables were not large enough. Quality of life showed moderate effect sizes and statistical power of 0.75 (for time by group interaction), while empowerment showed small to moderate effect sizes and statistical power of 0.45 (for time by group interaction) and recognition of human rights showed very small effect sizes and statistical power. Therefore, the small sample could have caused weak statistical power required to detect mean differences between the two groups, especially for recognition of human rights. Second, we deliberately included participants who were interested in research participation and were likely to attend the sessions. Therefore, the present results should be cautiously generalized to other people with mental illness in different contexts.
Further studies with large sample sizes and randomized trials are needed. Third, the period of eight intervention sessions over 8 weeks and 4 weeks for follow-up might be sufficient for patients to show positive changes in certain outcome variables; however, it may not be sufficient to change attitudes like recognition of human rights and to test the maintenance of the program effects. Therefore, we suggest future studies use a longer intervention duration and follow-up period to test sustained change over time or determine more robust conclusions regarding outcome variables. In addition, we did not examine some variables that might affect empowerment or quality of life among people with mental illness (e.g., symptom severity, medication, level of functioning, and individual life events). Future studies that control variables such as symptom severity and level of functioning are needed.
Implications for nursing practice
We conducted the EP as a group program to promote social support among participants. The engagement with group members itself was expected to benefit participants' empowerment by providing opportunities for social interaction and support. Regarding the practical application, we suggest that the EP should integrate activities to encourage social networking or benefit social structures and include significant others such as family and friends. The participants in this study consisted of people with mental illness regardless of diagnosis, therefore, the development of EPs tailored to the needs of people with specific diagnoses would be necessary. Finally, we did not find an effect of EP on recognition of human rights in the current study. We suggest an intervention including more sufficient time for practical activities and sharing experiences in real life would be helpful. 
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